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Abstract
Background: Suicide behaviors cause a large portion of Disability adjusted life years worldwide.
Objectives: The aim of this research was to study the trend, correlations and discrepancy of registered suicide incidents in Iran from 2009 to 2012
using data from the Iranian suicide registry.
Materials and Methods: Suicide registry entries throughout the country between 2009 and 2012, including suicidal attempts and suicides, were
collected. Data on age, gender, occupational, marital and residential status along with suicide method, history of previous attempt and history of
medical or mental disorders were registered by health service provision staff at the service centers. Geographic mapping and statistical analysis
were performed.
Results: Amongst the 252911 attempted suicides during the period, we found suicide attempt and suicide rate of 30.5 - 44.8 and 1.76 - 2.23 per 100000
individuals, respectively, denoting overall suicide fatality rate of 2.63%. The rate of suicide attempt in different provinces ranged between 0.7 and 271.1
and the rate of suicide between 0.17 and 17.7 per 100000 individuals. Attempted suicides showed more fatality in males, elderly, widow/widowers,
divorced and unemployed subjects as well as in residents of rural areas. The most common attempt methods were medication overdose (84%), and
the most common suicide methods were hanging (30.3%), medications overdose (28.1%) and self-burning (17.9%); these methods are found at different
rates in various parts of the world.
Conclusions: While the registry could provide us the most valid data on suicide, the wide range of suicide and suicide attempt rates in different
provinces not only could question this statement but also could highlight the importance of studying the ethnic/geographic variations in suicide
epidemiology with improved suicide registry and surveillance systems.
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1. Introduction
Self and other inflicted injuries are amongst the first
ten health burdens (1). Suicide behaviors including at-
tempted suicide and completed suicide cause a large por-
tion of Disability adjusted life years (DALY) worldwide as
well as in Iran. Globally, suicide is the 13th cause of mortal-
ity; it is also 3rd ranked cause of death in the age group of
15 to 34 year olds (2). In Iran, suicidal behaviors and self-
inflicted violence are responsible for 200 years of life lost
(YLL) per 100000 individuals, and ranks as the fifth health
condition regarding YLL (3).
Reports on suicide from different countries and differ-
ent regions in a country reveal discrepancies regarding de-
mographic and methods of suicide (4). The frequency of
suicide behavior methods as well as the fatality of each
method and differences based on age, gender, relationship
status and other demographic characteristics show differ-
ences not only between geographic and ethnic groups but
also during different time periods (5). Therefore, the study
of the characteristics of suicidal behaviors during consecu-
tive time periods and comparing the determinants of sui-
cide in different regions even in one country is necessary
for understanding the underlying factors related to suici-
dal behaviors and also for planning evidence-based suicide
prevention and control initiatives.
There are several reports on suicide from Iran. Most of
them are based on limited data from referral local health
centers and there are also some limited data based on
forensic medicine registry of suicides (6-10). All these re-
ports lack investigation of all suicide behaviors as well as
the ability to study the diversity of determinants of suicide
in different regions.
This study was based on the second report of the na-
tional registry of suicide behaviors in Iran and aimed to in-
vestigate suicide incidence rates during 2009 to 2012 and
to delineate the discrepancies of the rates in different re-
gions to help capture a more comprehensive view of sui-
cide in Iran. Consideration of the challenges and limita-
tions of the national registry along with natural diversi-
ties in suicide behaviors based on regional characteristics
would help policy makers, scientists, clinicians and social
workers to build their plans and concepts about suicide
based on more realistic and accurate data derived from the
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national registry of suicide behaviors.
2. Materials andMethods
This was a descriptive study of suicidal behaviors de-
rived from the national registration system, which was
designed by bureau for mental health office, ministry of
health (BMH). The registration system was launched in
March 2009 and all registered suicide behaviors were re-
ported to BMH regularly every year.
2.1. Source of Data
In Iran, universities of medical sciences and health ser-
vices (UMSs) perform via their health network centres in
each district, city or town. There were 42 UMSs in 2009
while the number increased based on revisions in national
health system to 55 in 2013. There are 31 provinces, as dif-
ferent formal geographic regions in Iran, each with one
or more UMSs. Assuming homogeneity of characteris-
tics in a province we combined data from UMSs in each
province to form provincial data of suicide. We gathered
data based on the Persian calendar but to report them
we corresponded each solar calendar year to most over-
lapping Christian year as such: April 2009-March 2010 to
2009; April 2010-March 2011 to 2010; April 2011-March 2012
to 2011 and April 2012-March 2013 to 2012.All detected sui-
cide behaviors from hospitals, health centers and legal
medicine centers had to be reported to registry centers
in the health network of every district of the country and
mental health officer would then collect the case registries
and relay them to the correspondent mental health offi-
cers in UMSs of the area they were located. Finally all gath-
ered data on suicide-inflicted cases would be sent to the
BMH officer every year. The registration system and its
characteristics is also reported elsewhere in more details
(4).
2.2. Data Collection Tool and Measurements
The data was collected from all aforementioned health
services centers such as rural and urban health centres,
general and mental hospitals and the death registration
system using a paper-based questionnaire designed to re-
port characteristics of suicide incidents referred to the cen-
ters. The questionnaire included the most important epi-
demiological variables necessary for developing suicide
prevention and surveillance interventions such as source
of data, date of incident, gender, age group, marital sta-
tus, occupational status, educational level, past history of
mental and/or physical illnesses, past history of attempted
suicides, method of suicide, and also outcome (5). At each
service center, there were trained responsible staffs of sui-
cide registration present during all open hours. All data
were collected on daily basis and posted to the officer of the
health network of the catchment area in the district, town
or city. The officers then entered the data on national sui-
cide registry system and then sent them to the UMSs on a
monthly basis. The collected data were reviewed by the of-
ficer in UMSs, and if they were acceptable regarding the re-
quirements of suicide registration system, they were con-
sidered as the final registry and if not would be returned
to the previous level to be revised and to be resubmitted
after revision. Every year during April, the data from UMSs
would be sent to BMH at the ministerial level to be com-
bined and form the national suicide data. In this report, we
used the data in the registration system from April 2009 to
March 2013.
2.3. Data Analysis
Data analysis was conducted by IBM SPSS statistics for
Windows, version 21.0 (IBM Corp., Armonk, NY). Descrip-
tive results were presented by computing the mean, stan-
dard deviation and frequency. The incidence rate of at-
tempted suicides and completed suicide was calculated by
their total number divided by the population of each cor-
respondent area (provinces, country) in the year of suicide
incidents multiplied by 100000. The population statistics
were derived from the statistical centre of Iran (11).
Logistic regression analysis was performed to develop
a model of risk factors for completed suicide among at-
tempted suicides. All aforementioned variables in regis-
tration system were used in the model considering entry
level of P < 0.05 and removal level of P > 0.1. The data was
also graphed according to the map of the country using Ar-
cview GIS 3.2a (ESRI Inc., CA).
3. Results
During a four-year period we received reports of a to-
tal number of 252911 suicide incidents from 379 cities out
of 405 cities that cover 96% of the total country’s popu-
lation (11). During 2009 to 2013 the incidence rate of at-
tempted suicides showed rather continuous increments
from 53.6 to 100.1 per 100000 individuals and completed
suicide from 1.76 to 2.23 per 100000 individuals (Table 1 and
Figure 1). The ratio of attempted to completed suicide had
increased from 30.5 in 2009 to 44.8 in 2012 (i.e. one com-
pleted suicide in every 30.5 attempts in 2009).
About 20.4% (51347 subjects) of suicide events were re-
ported from rural areas, where 38.2% of completed suicides
(2538 subjects) were from. The highest suicide attempt rate
was among urban female and male subjects in contrast
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to completed suicide rate, for which the highest rate was
found in rural male and female subjects, respectively (Ta-
ble 1 and Figure 1).
The incidence rate of completed suicide in 31 provinces
ranged from 0.17 per 100000 (Qazvin, 2011) to 17.67 per
100000 (Eelam, 2010) and the incidence rate of attempted
suicide in 31 provinces ranged from 0.72 per 100000 (Qom,
2009) to 271.1 per 100000 (West Azarbaijan, 2012) (Table 2).
About 60.6% of attempted suicides and 41.0% of com-
pleted suicides were found in females. Female to male ratio
in attempted and completed suicides were 1.54 and 0.69,
respectively. The most common age among subjects with
suicide behaviors were between 15 and 24 years old, which
included 54.3% of attempted suicides and 41.4% of com-
pleted suicides. The fatality of suicide incidents (the ratio
of completed to attempted suicides) showed an incremen-
tal trend from 2.7% and 2.0% in subjects 5 to 14 years old and
15 to 24 years old, respectively to 12.3% in subjects aged 65
years old or older. Regarding job status, homemakers had
the highest share of attempted and completed suicides
(33.7% and 25.2%, respectively). The most common method
of attempted suicide by far from other methods was med-
ications overdose (84.2%) while regarding completed sui-
cide, the most common methods in suicidal deaths was
hanging (30.3%) followed by medications overdose (28.1%)
and self-burning (17.9%). Most of the subjects with suicidal
behaviors were married and single (never married) indi-
viduals, but the fatality of suicide was highest in widows
(12.7% in contrast to 6.2% in divorced, 2.5% in single and
2.6% in married subjects). Only 5.7% of subjects reported
history of previous attempted suicides and only 2.2% and
6.5% reported history of medical and psychiatric illnesses.
The relative risk for completed suicide was higher in those
with history of psychiatric, medical illnesses and history
of attempted suicides by about 2.13, 2.06 and 1.14 times, re-
spectively (Table 3).
Amongst factors registered in the study, logistic regres-
sion model showed that gender, age group, marital sta-
tus, region of residence and method of suicide would in-
crease the odds of completed suicide among suicide inci-
dents. Subjects within age groups of higher than 35 years
old, male subjects and widow and divorced individuals,
those residing in urban areas and those using hanging,
self-burning and warm weapons showed higher probabil-
ity of death if they attempted suicide (Table 3).
4. Discussion
Nationwide, suicide registry was started in Iran since
2002 (4) and promoted to established ongoing registry
in 2009 (12). There is a wide range of registered suicidal
behaviors in different regions of Iran that not only may
show inherent discrepancy in the way people all around
the country act but also may be an evidence of variations
in registry of inflicted suicide subjects itself. The latter
is of course a reflection of how people, including but not
limited to registry staff in each sub-cultural area, may per-
ceive, detect and report possible suicidal acts that obvi-
ously could include health center officials responsible in
the registry (13). During the registry years, there was a
significant increase in registry of suicide attempts in the
country, including almost all provinces, in contrast to the
fact that registration and detection of completed suicide
incidents showed a rather stable course; this resulted in
decremented rates of fatality of registered suicidal behav-
iors in Iran as the registry goes on. Despite the pattern we
found at the country level, the pattern was not the same
in all registry points and there were several provinces with
raised reported suicide fatality i.e. proportional decrease
in the rate of attempted suicide incidents and/or increase
in the rate of death by suicide for example in Zanjan, Ko-
rdestan, Ardebil and Golestan provinces. Every suicide reg-
istry needs to note regional beliefs and behavior on disclo-
sure of suicide incidents that may be related to inherent
stigma as well as lack of benefit and poor care services peo-
ple perceive they could receive by respect from community
and health services.
Malakouti el al. in a systematic review of suicide be-
haviors in Middle East reported the cumulative mean rate
of committed suicide and suicidal attempts to be between
0.55 and 5.4 per 100000 individuals and between 0.72%
and 4.2% in regional countries, respectively, and between
1.7 and 6.4 per 100000 and between 1.0% and 12.7%, respec-
tively (14).
Although provided statistics on suicide behaviors by
the national suicide registration are somewhat far less
than some highly cited epidemiological studies estimates
(3, 15-18) and the systematic review on suicide behaviors
in Iran, yet is the most comprehensive and only nation-
wide registry of suicide in Iran. Furthermore, we can hope
that the development of this program in the future would
provide more accurate estimates of suicide in Iran and we
think that it could be a proper model for other countries
especially in the Middle East where we share common cul-
tural, regional and ethnical characteristics. By registra-
tion, it gives the health system the opportunity to study the
course of suicide in inflicted subjects and to deliver neces-
sary mental and social services for secondary and tertiary
prevention of suicide, as well. This could be done by using
data on suicide subjects at an individual level and by inte-
grating the registry data and other information on service
utilization in a systemic manner (19).
The registry of more than a quarter of a million at-
tempted suicides in Iran revealed that, similar to world-
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Table 1. Incidence Rate of Suicide Behaviors Per 100000 Population Based on Gender and Region: 2009 - 2012
Gender/Region Suicide Attempt/100,000 Suicide Completed /100,000 Attempt to Suicide Ratio
2009 2010 2011 2012 2009 2010 2011 2012 2009 2010 2011 2012
Total 53.64 85.09 98.59 100.07 1.76 2.49 2.45 2.23 30.48 34.22 40.31 44.78
Female 62.91 101.19 118.23 122.16 1.43 2.08 1.92 1.79 43.97 48.56 61.56 68.09
Male 44.05 68.47 78.61 77.59 2.10 2.90 2.98 2.68 20.99 23.60 26.38 28.91
Rural
Male 29.26 43.62 48.99 51.51 2.93 3.71 3.83 3.14 9.97 11.76 12.78 16.42
Female 48.50 76.73 87.07 98.54 2.06 3.21 2.51 2.64 23.51 23.93 34.72 37.39
Total 38.97 60.36 68.25 75.30 2.49 3.46 3.16 2.88 15.62 17.47 21.58 26.11
Urban
Male 49.34 78.29 91.11 86.46 1.72 2.58 2.67 2.37 28.69 30.34 34.09 36.47
Female 67.43 110.75 129.28 127.75 1.15 1.65 1.67 1.39 58.49 67.31 77.29 92.13


























































Figure 1. Incidence Rate of Suicide Behaviors in Iran 2009-2012 (rates per 100000 population)
wide statistics, females had higher suicide and lower sui-
cide mortality than males while in Iran the gender ratio
(male to female) of attempts and completed suicides were
about 3:2 and 2:3, respectively; males had an approximately
50% higher probability to die with a suicide attempt when
compared to females, compared to worldwide reports of
the ratio being 3:1 and 1:3, respectively, and about two hun-
dred percent of completed suicide in men elsewhere (20-
23). This indicates both low proportional attempts rate in
females and higher fatality of suicide in females in Iran
compared to global reports.
According to several other reports, the most common
age groups that performed 80% of attempted suicides were
teens and youth between 15 and 35 years old while older age
groups consisted of a smaller portion of the subjects yet
showed higher fatality if they attempted suicide (20, 24).
Increased fatality rate in older age groups highlights the
importance of suicide prevention programs such as lim-
ited access to lethal poisons, medications and other tools
(25, 26) but there is also a need to be alarmed that about
70% of deaths by suicide in Iran is among teens and youth
(more than 40% in ages between 15 and 24 years old) that
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Table 2. Incidence Rates of Attempted Suicide and Completed Suicide Per 100000 Individuals in 30 Provinces of Iran: 2009 – 2012
Suicide Attempt/100,000 Suicide Completed /100,000 Attempt to Completed Suicide Ratio
2009 2010 2011 2012 2009 2010 2011 2012 2009 2010 2011 2012
Iran 53.6 85.1 98.6 100.1 1.8 2.5 2.4 2.2 30.5 34.2 40.3 44.8
Semnan 181.5 186.7 160.6 139.4 1.0 1.8 1.9 0.8 186.3 105.9 84.5 176
Eelam 158.1 206.9 248.9 N.A. 13.5 17.7 12.9 N.A. 11.7 11.7 19.3 N.A.
Hamedan 139.2 180.6 145.6 20.6 6.1 8.2 8.1 1.0 22.8 22.1 18 21.3
Isfahan 129.3 158.2 162.7 159.4 2.4 2.3 2.2 2.4 54.8 67.9 74.2 67.1
North Khorasan 103.0 154.8 137.4 135.4 2.2 3.1 4 2 47.6 50.0 34.1 69.1
Zanjan 98.6 120.8 128.2 155.6 2.9 4.3 4.8 3.6 34.4 28.3 26.6 42.7
East Azarbaijan 95.6 115.5 109.5 110.9 3.6 3.4 3 2.8 26.6 34.1 37.1 39
Kordestan 94.9 130.9 143.1 129.1 1.9 2.8 3.3 3.1 49.5 46.9 42.8 41.0
South Khorasan 93.8 99.0 87.5 82 2.1 4.0 2.0 2.3 44.6 24.8 44.6 36.2
Guilan 93.2 86.5 70.1 126.8 2.8 6.2 2.5 4.0 33.4 14.1 28 32.1
Kerman 87.5 140.1 226.4 169.2 2.1 6.2 3.6 3.1 41.9 22.4 62.8 54.1
Ardabil 80.5 108.3 44.1 139.8 2.6 2.0 0.3 5.8 31.2 53.8 137.5 24.2
Yazd 70.2 96.2 107.5 26.5 2.9 2.0 1.3 N.A. 24.5 48.9 82.5 N.A.
Fars 68.4 82.9 140.3 122.3 3.9 3.0 4.4 3.7 17.5 27.6 31.6 32.9
Boshehr 65.8 80.1 71.4 133.4 4.1 2.4 2.7 3.8 16.1 32.9 26.4 35.3
West Azarbaijan 51.3 240.8 230.9 271.1 0.4 1.5 2.9 2.6 117.6 165 79 103.1
Razavi Khorasan 43.4 56.0 57.6 76.4 1.2 1.4 1.5 1.6 36.8 41.1 38.8 47.2
Qazvin 42.1 15.5 20 207.1 1.8 0.4 0.2 2.3 24.0 37.6 120 88.9
Markazi 39.8 57.3 69.9 129 1.2 1.1 1.9 2.5 34.4 53.2 36.6 50.7
Charmahal Bakhtiari 30.4 68.3 58.2 135 2.5 5.2 3.0 3.9 12.2 13.3 19.3 34.5
Khozestan 27.9 62.2 59.3 121.4 1.5 2.4 3.1 3.1 19.0 26.3 19.1 39.3
Mazandaran 25.8 166.4 144.4 126.6 0.9 5.4 3.0 1.0 29.8 30.6 48.2 125.5
Hormozgan 20 54.7 45.4 30 0.8 2.3 2.3 0.9 25.3 23.7 19.4 33.8
Tehran 18.9 18.4 51.0 11.4 0.4 0.2 0.8 0.4 44.0 93.8 60.6 27.7
Golestan 18.8 119.3 218.3 228.9 0.2 1.5 4.2 4.3 104.3 80.5 51.7 53.5
Kermanshah 14.2 16.2 20.6 16.3 0.5 0.7 0.4 0.5 29.9 23.8 50.1 35.2
Lorestna 11.3 61.9 40.6 N.A. 0.2 2.4 2.2 N.A. 49.3 25.3 18.7 N.A.
Sistan and Baloochestan 8.1 15.3 19.9 16.9 1.2 0.8 0.6 0.4 6.7 19.9 36 47.6
Kohkiloyeh and Boyerahmad 6.1 17.8 23.4 32.9 2.0 8.4 6.1 6.4 3.1 2.1 3.9 5.2
Qom 0.7 50.3 118.3 146.5 0.7 0.9 2.3 4.7 1.0 56.7 50.4 31.2
Abbreviation: N.A., not available.
implies the importance of public mental health promo-
tion programs specified for them to address this issue (27-
30). Interestingly, there was a small, but significant num-
ber of suicides in children under 14 years old that may shed
light of this less studied age group in suicide studies in Iran
(31, 32).
Our findings were also in line with epidemiologi-
cal studies on suicide in clinical and community-based
subjects from Iran and other countries regarding higher
risk of suicide fatality measured in rural subjects. In
Iran, about 70% of the population resides in urban areas
(11) and regarding the rate of urban attempted suicides,
there is a roughly even distribution of attempts in urban
and rural areas according to population. Divorced and
widow/widower marital status were also risk factors for
increased suicide fatality (33-35). Having no job as a stu-
dent, employee or homemaker were other risk factors of
fatality in suicide incidents that may indicate the role of
both social factors in choosing and acting on more fatal
attempts and underline psychopathology that have an im-
pact both on employment status and suicide vulnerability,
simultaneously (13, 35, 36). Medications overdose was the
method of choice to attempt suicide in 84% of subjects that
is ranked second as the cause of the death by suicide after
hanging, which was not only ranked first as cause of death
by suicide but was the most lethal suicide method in Iran
(5).
Among the most important limitations of the reg-
istry in addition to wide discrepancy of registration re-
sults across the registration centers, was critically low re-
ported psychiatric and medical comorbidity in attempted
suicides. About 6% and 2% of registered subjects reported
comorbid mental and physical health problems, respec-
tively, that is less than about 23% prevalence rate of men-
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Figure 2. The Highest Registered Attempted Suicide and Completed Suicide Rates During 2009-2012 in Different Provinces in Iran
tal disorders in Iran (37) and also far less than reports in-
dicating the rate of mental health problems in suicide in-
cidents, up to 93% (38-40). This may be the result of regis-
tration system setup that have limitations in thorough psy-
chiatric evaluation in all subjects and notably the stigma
of having and reporting past mental health problems his-
tory as it is the case for suicide itself (41). Approximately
5% of subjects reported previous suicide history and as the
registry system lacks the ability to identify suicide history
because of personal identity privacy issues, this record also
has the limitations mentioned for mental and physical ill-
ness history.
We hope this study can highlight the importance of
establishment and improving suicide registries in suicide
prevention and surveillance programs and as indicated
already there are several issues to consider when run-
ning and utilizing the registry data including cultural and
stigma related factors, pattern of suicide methods preva-
lence and fatality in each area as well as other fatality risk
factors involved in surveillance and prevention programs.
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Table 3. Completed Suicide in Subjects with Attempted Suicide in Iran, 2009 - 2012
Total Attempts, No. (%) Completed, No. (%) Fatality Rate OR (95%CI) aOR (95%CI)
Total, n 252,911 6659 2.63 - -
Gender
Female 153,428 (60.6%) 2729 (41.0%) 1.8 1.0 (Reference) 1.00 (Reference)
Male 99,483 (39.4%) 3930 (59.0%) 4.0 2.27 (2.17-2.38) 1.49 (1.37 - 1.62)
Age groups, y
5 - 14 5757 (2.3%) 155 (2.3%) 2.7 1.0 (Reference) 1.00 (Reference)
15 - 25 137,245 (54.3%) 2765 (41.4%) 2.0 0.74 (0.63 - 0.88) 0.91 (0.74 - 1.11)
25 - 34 73,669 (29.1%) 1959 (29.4%) 2.7 0.99 (0.84 - 1.09) 1.13 (0.91 - 1.40)
35 - 44 22,069 (8.7%) 807 (12.1%) 3.7 1.37 (1.15 - 1.64) 1.41 (1.12 - 1.77)
45 - 54 8,505 (3.4%) 493 (7.4%) 5.8 2.22 (1.85 - 2.70) 2.10 (1.65 - 2.68)
55 - 64 3,078 (1.2%) 3049 (3.8%) 8.2 3.23 (2.63 - 4.01) 2.40 (1.82 - 3.16)
≥ 65 1,839 (0.7%) 226 (3.4%) 12.3 5.08 (4.12 - 6.29) 3.60 (2.71 - 4.79)
N.A. 731 (%0.3) 11 (0.1%) 1.5 0.67 (0.36 - 1.25) 0.74 (0.36 - 1.51)
Residence
Urban 201,440 (79.6%) 4121 (61.9%) 2.0 1.0 (Reference) 1.00 (Reference)
Rural 51,471 (20.4%) 2538 (38.1%) 4.9 2.48 (2.36 - 2.61) 0.62 (0.58 - 0.66)
Job status
Idle 29,592(11.7%) 1196 (18.0%) 4.0 1.0 (Reference) 1.00 (Reference)
Homemaker 84,205 (33.7%) 1675 (25.2%) 2.0 0.48 (0.44 - 0.51) 0.76 (0.68 - 0.86)
Student 38,071 (15.1%) 667 (10.0%) 1.8 0.42 (0.38 - 0.47) 0.81 (0.72 - 0.91)
Self employed 32,607 (12.9%) 982 (14.7%) 3.0 0.74 (0.68 - 0.80) 0.75 (0.67 - 0.83)
Other 67,436 (26.7%) 2048 (32.1%) 3.2 0.78 (0.72 - 0.83) 0.81 (0.73 - 0.89)
Method of suicide
Medication overdose 212,280 (84.0%) 1872 (28.1%) 0.9 1.0 (Reference) 1.00 (Reference)
Falling 218 (0.1%) 56 (0.8%) 25.7 38.8 (25.6 - 52.8) 31.0 (22.5 - 42.8)
Self - burning 2562 (1.0%) 1193 (17.9%) 46.6 97.9 (89.5 - 107.2) 87.2 (79.4 - 95.9)
Hanging 3150 (1.2%) 2018 (30.3%) 64.1 200.4 (183.9 - 218.3) 142.2 (129.9 - 155.6)
Cold weapon 4456 (1.8%) 55 (0.8%) 1.2 1.4 (1.1 - 1.8) 1.17 (0.89 - 1.53)
Hot weapon 284 (0.1%) 154 (2.3%) 54.2 133.1 (104.9 - 168.9) 101.1 (79.1 - 129.2)
Drowning 83 (0.03%) 31 (0.5%) 37.3 67.0 (42.8 - 104.8) 44.0 (27.4 - 70.7)
Poisoning 15540 (6.2%) 824 (12.4%) 5.3 6.3 (5.8 - 6.8) 5.35 (4.91 - 5.83)
Substance overdose 2711 (1.1%) 56 (0.8%) 2.1 2.4 (1.8 - 3.1) 2.10 (1.60 - 2.75)
Other 11627 (4.5%) 400 (5.9%) 3.4 4.0 (3.6 - 4.5) 3.4 (3.0 - 3.8)
Marital status
Married 120422 (47.6%) 3173 (47.6%) 2.6 1.0 (Reference) 1.00 (Reference)
Single 122742 (48.5%) 3022 (45.4%) 2.5 0.93 (0.87 - 0.98) 1.16 (1.07 - 0.26)
Widow/widower 358 (0.1%) 45 (0.7%) 12.6 5.31 (3.88 - 7.28) 1.99 (1.26 - 3.17)
Divorced 1251 (0.5%) 77 (1.2%) 6.2 2.42 (1.92 - 3.06) 1.80 (1.30 - 2.48)
Other 8138 (3.2%) 342 (5.1%) 4.2 1.62 (1.45 - 1.82) 1.81 (1.56 - 2.11)
History of attempted suicide 14329 (5.7%) 429 (6.5%) 3.00 1.15 (1.04 - 1.27) 0.93 (0.82 - 1.06)
History of psychiatric illness 16313 (6.5%) 829 (12.5%) 5.1 2.12 (1.96 - 2.28) 1.28 (1.16 - 1.42)
History ofmedical illness 5498 (2.2%) 302 (4.6%) 5.5 2.20 (1.95 - 2.48) 1.49 (1.27 - 1.73)
Abbreviations: OR, unadjusted Odd ratio, aOR, adjusted odd ratio based on logistic regression model.
a Fatality rate is rate of completed to attempt suicide in each category.
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